Methods: The patient, who had no significant medical history, had initially presented with left hand pain for a period of 2 months. The patient works as a flight attendant, where he often has to perform frequent overhead arm movements. Workup with a computed tomography scan revealed a 2-Â 3-cm aneurysm of the left subclavian artery (Fig 1) . The physical examination was significant for a pulsatile mass in the left supraclavicular fossa, with no pulse deficits in the left upper extremity. In addition, the patient had no muscle atrophy or neurosensory loss. The left hand was well perfused with <2-second capillary refill, no evidence of splinter hemorrhage, and no ischemic changes.
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Stent Retrieval With a Trilobed Snare From the Right Ventricle
Daniel E. Ramirez, Lucio Flores, Anthony Tortolani. Brookdale University Medical Center, Brooklyn, NY Objectives: We present the case of a 27-year-old African American man with multiple comorbidities, including spherocytosis, diabetes, stage 5 chronic kidney disease on hemodialysis, with left transmetatarsal amputation, and right second, fourth, and fifth toe amputations for osteomyelitis and soft tissue infection. The patient was known to be noncompliant, with frequent readmissions. His current admission was due to uremia and generalized body aches mainly in the joints, failure to thrive, and mental status change from missing dialysis. During diagnostic workup, a migrated stent was visualized in the right ventricle. The patient denied any shortness of breath or chest pain. Echocardiogram demonstrated no myocardial muscle abnormality with a mobile foreign body in the right ventricle also a small pericardial effusion was visualized and diffuse ST elevation on electrocardiogram.
Methods: After uremia was corrected, the patient was taken to the operating room and from the right internal jugular vein a superior vena cavogram demonstrated a mobile stent within the right ventricle (Fig 1) . Via an 8F sheath and a buddy 0.035-inch angled Glidewire, a trilobed snare was used to retrieve the mobile stent successfully.
Results: Owing to the size of the stent, a right neck exploration with internal jugular venotomy the stent was removed under direct vision (Fig 2) . The stent was removed entirely, with no cardiovascular events or complications, avoiding a major operation that can cause significant morbidity and mortality.
Conclusions: Endovascular surgery has pushed the envelope in treating arterial and venous disease. But with every invasive procedure are complications. Stent migration is a rare serious complication of endovascular surgery. This should be a first option of care due to its low morbidity and mortality.
Author Disclosures: L. Flores: Nothing to disclose; D. E. Ramirez: Nothing to disclose; A. Tortolani: Nothing to disclose.
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Recurrent Pulmonary Embolism Caused by Popliteal Venous Aneurysm: Case Report
Hui Cai, Jian-Lin Liu. The First Affiliated Hospital of Xi'an Jiaotong University, Shanxi, China
Objectives: This case report is presented to share the therapeutic experience for a patient with a rare case of recurrent pulmonary embolism caused by a popliteal venous aneurysm.
Methods: A 62-year-old man was admitted to the hospital with recurrent typical symptoms of pulmonary embolism for 3 months with standard anticoagulation therapy. Computed tomography angiography confirmed the diagnosis of pulmonary embolism. Duplex ultrasound imaging and venography discovered the popliteal venous aneurysm containing thrombus. A temporary vena cava filter was used to prevent pulmonary embolism. Popliteal venous aneurysm was excised by surgical operation with revascularization (Fig 1) . Anticoagulation therapy was initiated with 10 mg rivaroxaban twice daily.
Results: At 3 weeks after the operation, the vena cava filter was removed. Postoperative venography at 6 months indicated normal flow in the popliteal vein (Fig 2) , and rivaroxaban was withdrawn. With 2 years of follow-up, symptoms of pulmonary embolism or venous thromboembolism were no longer apparent. 
